ABSTRACT Disproportionately high HIV/AIDS rates and frequent non-gay identification (NGI) among African American men who have sex with men or with both men and women (MSM/W) highlight the importance of understanding how HIV-positive
INTRODUCTION
African American men who have sex with men or with both men and women (MSM/ W) have the highest incidence and prevalence of HIV/AIDS among any ethnic/ behavioral risk group in the United States. 1, 2 Over one in three African American MSM/W are seropositive, and their overall HIV prevalence is two to three times that of White and Latino MSM/W. 1, 3 Although their HIV prevalence rates are much lower than African American MSM/W, African American women experience much greater racial/ethnic disparities, with HIV/AIDS rates almost 19 times those of White women. 4 Approximately half of all annually reported HIV/AIDS cases among non-injection drug-using African American women are attributed to heterosexual contact with an HIV-infected man who does not have an identified HIV risk. 4 Various studies indicate that the male partners of many of these women likely had sex with another man. [5] [6] [7] Unfortunately, many female partners of HIV-infected or high-risk African American men are unaware that their partners may be engaging in sex with men. In a large multi-site study of people with AIDS, just 6% of African American women reported having had a male partner who had engaged in sex with men. 7 Since so few women are aware of their partner's high-risk status for HIV and could be specifically targeted for HIV-prevention efforts, targeting their male partners is a particularly critical prevention component for decreasing heterosexual HIV transmission among African Americans. Developing successful intervention approaches for non-gay identified (NGI) African American MSM/W requires understanding their motivators and barriers to sexual risk-reducing behaviors.
Although a growing body of qualitative work has begun to examine the psychosocial issues that NGI African American MSM/W face as both ethnic and sexual minorities, [8] [9] [10] [11] [12] [13] little of this work has focused directly on attitudes towards condom use or on other factors that influence potential HIV transmission to women. Such research is particularly needed given studies indicating that African American MSM are more likely than White MSM to have both male and female partners and to identify as heterosexual or bisexual. 7, [14] [15] [16] [17] [18] [19] [20] [21] Much of the literature on African American MSM/W highlights their status as stigmatized and stereotyped minorities. 8, [10] [11] [12] [13] 22 An HIV-positive diagnosis increases their minority status, particularly given that HIV stigma is well documented among African Americans. 23, 24 Not identifying as gay, continuing to have sex with females, or not revealing an HIV diagnosis may be ways that HIV-positive African American MSM/W avoid triple-minority status; however, researchers have identified a range of complexities and competing rationales for non-gay-identification and bisexual behavior. 8, 12 Less well documented is the interplay between psychosocial factors and norms in African American communities and HIV-infected MSM/W's attitudes regarding condom use and HIV-status disclosure.
HIV prevention among NGI African American men is complicated by issues of secrecy, racism, and a lack of identification with gay communities and norms. 8, 10, 13, 22 Many African American MSM/W describe experiences of exclusion from both gay White and heterosexual African American communities, 10, 13 and approximately three-quarters of Black heterosexuals express negative attitudes toward same-sex behavior among men (similar to the prevalence found for white heterosexuals). 23, 25 Compared to White MSM/W, African American MSM/W are less likely to live in the gay enclaves commonly found in many urban centers. 26 Among some non-gay-identifying MSM, contact with other MSM/W may be limited to casual sexual encounters, sexual episodes that occur in anonymous settings, or situations in which drugs or money are exchanged for sex.
9,10 These circumstances may not be conducive to effective and consistent condom use, discussions of HIV status or dissemination of prevention messages. 9, 27 Outside of this context, revealing one's HIV status may lead to unwanted questions or suspicions regarding how one became infected. been limited. 28 African American MSM/W frequently lack visibility and the political or economic power to express their issues with discrimination and isolation or to shape prevention policy or research. Given these circumstances, research is needed to examine how HIV prevention has been absorbed by African American MSM who also engage in sex with women. Numerous HIV studies have included African American MSM/W; however, few have examined issues specific to African American men who may also have female partners or who have been diagnosed HIV positive. In an effort to identify and to understand condom use attitudes and behaviors with male and female partners, influences of an HIV diagnosis on sexual behavior, and perceptions regarding HIV disclosure, we undertook an analysis of transcripts from three focus groups of predominately non-gay identifying and HIV-positive African American MSM/W. We focused on the salient factors that may act as barriers or motivators to protective behaviors.
MATERIALS AND METHODS

Design
Three 90-min focus groups were conducted with participants recruited through direct outreach, word of mouth, and fliers posted in three collaborating communitybased organizations (CBOs) in Los Angeles County. The CBOs included a program serving the medical and health education needs of indigent men and women; a drug-treatment facility for HIV-positive, generally crack cocaine-addicted men; and an Afro-centric cultural center providing a variety of wellness services. Direct outreach was conducted by an African American recruiter familiar with the target community in settings such as nightclubs, coffee houses, HIV/AIDS clinics, and street/park locations. Recruitment fliers specifically targeted MSM/W who selfidentified as straight, bisexual, Down Low (DL), or same gender loving. Participants were compensated $40 cash and were provided light refreshments.
A focus group interview guide was developed through discussions with experts in the field of HIV/AIDS, CBO collaborators, and a community advisory board. Questions were specifically targeted for non-gay identified African American MSM/ W and were framed to identify and explore 1) the influences and motivators on sexual and health-seeking behaviors, 2) condom use behaviors and attitudes, 3) nuances and techniques for describing same-sex behaviors and identities, 4) race and gender expectations of African American men, 5) the experience of living with HIV/AIDS, and 6) ideal strategies for engaging African American men in HIV riskreduction programs.
Participants
Sixty potential participants responded to direct recruitment or contacted the study's voicemail to find out more about the study. Of these, 47 were screened, and 30 were enrolled after meeting the following eligibility criteria: male, African American, age 18 years or older, sexually active with at least one male partner in the prior 12 months, English-speaking, and non-gay-identifying. Non-gay identifying meant that the potential participant identified either with no label or with a term other than Bgay^(i.e., Bstraight,^Bheterosexual,^Bbisexual,^BDown Low,^or Bsame gender loving^) when asked, BWhat term best identifies your sexuality or sexual orientation?^We did not specifically recruit HIV-positive men; however, all but one of the eligible participants disclosed that he had HIV.
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Procedures
The three focus groups were held in confidential settings at locations operated by the CBOs. Each focus group consisted of 9-11 participants, lasted 90-min, and was audio-recorded and transcribed. The facilitator asked 11 main questions and used probes where necessary to solicit additional or more detailed responses. After the sessions, participants were administered a brief closed-ended survey assessing their age, socioeconomic status, gender of recent sexual partners, and sexual orientation label. Sexual orientation label was assessed using a list of eight choices, including heterosexual (straight), bisexual, gay, same gender loving or SGL, down low or DL, homosexual, queer, and other/none of the above (specify).
Data Management
Audiotapes were transcribed verbatim and reviewed by the facilitator for accuracy and completeness. Transcripts were loaded into Atlas.ti 5.0 to maintain organization during the coding process.
Data Analysis
The constant-comparison method 29 was used in analyzing the transcript data. Three reviewers read the transcripts, coded phenomena, and applied the codes to other similar phenomena in the text. The line-by-line coding was based on the principles of grounded theory analysis, in which theory is developed inductively. 
RESULTS
Study Population
The 30 study participants ranged from 22 to 59 years but were generally in their mid-thirties to mid-forties (mean = 42 years). Just 20% had completed college, and only 40% were currently employed. Although all the participants were initially screened as NGI, post-survey identifications included gay, homosexual or queer (30%); bisexual (40%); heterosexual (14%); same gender loving or SGL (10%); Down Low or DL (3%) and no label (3%). One participant was transgender but self-identified as a heterosexual male during both the screening and the focus group. Although participants were initially screened as having had sex with at least one male in the previous 12 months, at post survey, two reported sex with just female partners, and one reported no sexual partners. Fifty-three percent reported sex with only male partners and 37% with both male and female partners.
Qualitative Findings
Condom Use A few participants indicated they used condoms always or never when having sex, but many reported inconsistent condom use and perceived both 685 AFRICAN AMERICAN MSM/W AND HIV TRANSMISSION advantages and disadvantages to using a condom. One of the main benefits reported was condoms' protective role against disease. For this sample of predominantly HIV-positive men, condoms were used to prevent transmission of HIV to others and to protect against HIV re-infection or infection with other sexually transmitted diseases (STDs). A significant minority of men expressed concerns about disease risk specifically from female partners. For example, one HIV-positive man discussed his fear of contracting Bsomething^from his former wife because she had cancer, and another indicated that he likely contracted HIV from one of his female partners because he always engaged in anal sex with his female partners.
Some participants also considered preventing the financial burden of a pregnancy as a benefit of using condoms and stated that condoms were used with male and female partners for different reasons. With male partners, condoms were described as being important in the prevention of HIV and STDs, but with women, they were valued primarily in the prevention of pregnancy and child support expenses. This participant summarized the difference while touching on the larger issues of health as a personal priority.
. . . with MSM, more specifically with African American men, condoms is equated to health. So, you have to deal with the whole concept of being healthy. Making healthy choices, prevention. So, when you deal with those condoms, if you don't equate condoms to health or condoms to life, why am I using it? You know. . . but then with a woman, you know, if you're having sex with a woman, you equate a condom with maybe protection from STDs. . Though many men acknowledged the availability of condoms, others complained of a lack of availability, particularly in homeless shelters and incarcerated settings. They also distrusted the effectiveness of condoms for disease prevention and had aesthetic concerns regarding condom use. That is, the experience of using condoms was often not considered safe or Bpleasurable to the senses^as described by this participant.
My opinion is that men do not like to use condoms because the condoms take away from the feel of the pleasure of having the actual flesh. . . Condoms are not 100%. . . what's the word?. . . Safe. Because they can tear, they can break, they can get holes in them, and things like that depending on the type of lubricant you use with them. . . Some, if you use, like waterbased, that's probably safe to use with condoms, but still, condoms. . . nobody really likes to use condoms. Me, personally, I don't like to use condoms because I just don't like the way they feel or taste, so I don't use them.
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A few participants did, however, report aesthetic benefits to condom use such as condoms prolonging erections or being used to enhance foreplay. The experience of condom breakage was not surprising given that a number of participants indicated that NGI African American MSM/W commonly use oil-based lubricants during sex.
Various situations were described as influencing whether condoms were actually used. Exchange sex, where sex is traded for drugs, money, or basic needs, was a commonly reported situation. Some men described making more of an effort to use condoms when hustling while others noted that completing the transaction was the main priority, even if it meant having unprotected sex to avoid losing the partner and the payment. This was particularly true for indigent and drug-using men.
If you have someone that's homeless, for example, and you meet somebody and you're like, you can come and stay with me but I need some sexual favors and then that person is like, well, I don't want you to use a condom. . . Depending on who that person is and their situation, if they're coming off of drugs, been on the streets, or whatever, they're going to do whatever it is they need to do to get off the streets for that period of time. So, often they're not going to use a condom.
Loss of control and poor decision-making capacity, as when intoxicated, were also linked to not being able to make safer choices during sex.
I think that. . . the reason that most men don't use condoms is that they either are intoxicated or they are on some type of drug, and they are caught up in the heat of the moment, and they don't stop to think.
Furthermore, many participants linked substance use to male same-sex behavior itself. For example:
I think that drugs, alcohol, and sex and the MSM has been a major factor because what it has done for men that were on the Down Low that really had the feelings [of being gay] or had it inside of them. The drugs allowed them to have the excuse to experience what we've always wanted to experience anyway, you know. Once we got loaded, once we hit the pipe, once we're using speed, or once we had the alcohol, then, when I f-ked around with you, I can say I was f-ked up last night. . . So, what it has done, or what it did, it opened up the door to bring the Down Low, to expose it more. Because now we found something that. . . that lets us do what we want to do, be who we want to be. And we have an excuse to do it. . . it gives [us] an excuse for our feelings.
In other instances, substance use was described as leading non-gay-identified men into same-sex activity either in exchange for drugs or money for drugs or by lowering inhibition and heightening sexual desire.
A desire to practice safer sex was described as being complicated by the dilemma of sexual identity and expression that many Black MSM/W face in other circumstances as well. For example, this participant describes how trying to . . . on the Down Low brother type thing. . . This man and his wife are having sex. He goes out and has sex with a man. And he comes home now and wants to put on a condom. The wife is like, well, why you going to put that on. We haven't been using it for such a long time. So now he has a fear of putting on a condom because the wife wants to know why you're putting on a condom. . . [she may also say]. . . uh, my tubes are tied, I can't get pregnant. What's going on? Are you doing something out there? So it creates a lot of questions.
Impact of HIV on Sexual Activity Dominant themes regarding the impact of HIV/ AIDS on the sexual lives of African American men included isolation, rejection, and decreased partner seeking. Along with reports of experiencing significant HIV stigma from their families, participants reported experiencing rejection from sexual partners and reduced sex drive. Several participants described the psychological impact of their HIV-positive diagnoses and the emotional pain associated with this rejection. For example:
It's a hurting thing when you go back and you look at what your life could have been had you not made this mistake and you also have to say to yourself, well, how much time do I have left? You want to be with a person in an on-going platonic, well, whatever kind of relationship, and, once you disclose your status to them, sometimes they just back up altogether. They don't want to have nothing to do with you. So, it's really a lot of stuff that you're up against.
Some men indicated that the knowledge that their social networks have about their serostatus and sexual preferences worsened the rejection from potential sexual partners and lead to isolation.
If I meet somebody out in the streets, 9 times out of 10, it's somebody who knew me from my past. Or knew me from one of the places that I had been. And it's not always good, you know, so, now, you know, my days and nights are real boring, you know. So, lately. . . my sex life may be, you know, like once a year. And lately, it's been a lot of me and the TV. . .
Disclosure of HIV Status to Sexual Partners Many participants described selectively disclosing their HIV status to sexual partners and others. A few participants reported not having disclosed their status to anyone, and others strongly believed in the responsibility to always disclose to all sexual partners. A majority, however, described disclosure to sexual partners as a responsibility only within the context of a steady sexual relationship or when trying to establish a relationship.
It depends on the situation that you're in, too, cause maybe, it's like, you're just a one-night stand and you might never see this person again... And then again, it could be a relationship that you're building up that Interestingly, men did not discuss how attitudes regarding disclosure or the process of determining when to disclose differed with female versus male partners. A sense of obligation to disclose combined with a fear of rejection from sex partners led some to avoid the situation of disclosure altogether by not seeking out sexual relationships.
. . . for me, being HIV positive it cuts it. . . my sex life is short, actually. Uh, I'm not in a relationship. I don't look for relationships and basically, if you meet someone new, we might hit if off and be compatible, have a lot of things in common. Then you have to disclose because you have to disclose. It's the only male thing to do. It's just right. But then once you disclose, then they could be negative, and if they are, they might not be educated on the virus. There goes the rejection. . . any STD, any sexually transmitted disease, uh, is a very big problem, uh, for me because it cuts back on my personal life.
DISCUSSION
Focus group participants identified a range of benefits and risks associated with condom use and HIV disclosure for NGI African American MSM/W. Their status as racial and sexual minorities who often experienced HIV stigma, drug addiction, low SES, and concerns about revealing their same-sex behaviors influenced attitudes, intentions, and behaviors related to the prevention of HIV transmission to male and female partners. If motivators and barriers regarding protected sex strongly favored effective and consistent condom use with male and/or female partners, HIV among African American MSM/W would contribute little to infection among heterosexual women. Either few behaviorally bisexual men would become infected or few would transmit their infection to female partners. However, this is not the case; although behaviorally bisexual men are less likely to be infected than behaviorally homosexual men, they still have high levels of HIV infection [5] [6] [7] and appear to contribute to a significant proportion of HIV/AIDS cases among Black women. [5] [6] [7] The attitudes and perceptions influencing condom use and disclosure that we observed were consistent with the Theory of Reasoned Action and Planned Behavior. 30 The theory states that behaviors are influenced by prior behaviors, control beliefs, and intentions that are influenced in turn by skills and situational control, peer norms, attitudes regarding perceived benefits and risks, and personal values. Perceived condom benefits included protection against disease and pregnancy and for some, enhanced sexual fulfillment or performance. Perceived risks included a loss of sexual pleasure and ineffective disease prevention. Both perceived benefits and perceived risks may be influenced by African American cultural attitudes that favor Bnatural^sex 28 and adhere to a range of conspiracy theories regarding the origins and transmission of HIV. 31 These theories, which reveal a deep thread of distrust of government and medical institutions in the U.S.,
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were mentioned by participants in other portions of the focus group transcripts. Situational influences affecting whether positive condom attitudes would translate into condom use intentions and actual condom use included exchange sex and substance use with generally male partners and anticipated suspicion from steady female partners. Furthermore, substance use, in the context of homophobia, secrecy, and poverty that many men experienced, influenced male-to-male sexual activity by allowing, justifying, or contributing to its occurrence. Benefits of HIVstatus disclosure included fulfilling a perceived responsibility to disclose. Nevertheless, because of perceived community norms regarding disclosure or fears of rejection from potential sexual partners, disclosure was generally limited to sexual partners with whom participants anticipated or had an ongoing sexual relationship.
The literature on condom use among African American MSM/W is complicated. Despite their much higher HIV prevalence, two recent national studies indicated that African American MSM/W use condoms as much as, if not more than MSM/W of other races/ethnicities. 3, 32 Furthermore, Black and Bother^race men who have both male and female partners tend to have less unprotected anal intercourse with males than those men who have only male partners. However, MSM/W who do not disclose their same-sex behaviors tend to have more unprotected intercourse with female partners than those who do disclose.
14 These patterns likely reflect positive attitudes regarding disease prevention with male partners and fear of suspicion from female partners. In a study by Williams et al., 8 African American HIV seropositive MSM/W cited various reasons for not using condoms that were consistent with our findings. These included enjoying unprotected sex more than protected sex and substance use interfering with safer sex practices. They also implied that the acknowledgement of one's risky sexual behaviors was sometimes avoided because of secrecy surrounding same-sex behavior and HIV seropositivity in the African American community.
Quantitative findings from Peterson et al., 33 that condom use among Black MSM/W was negatively associated with exchange sex and drug use and was predicted by self-efficacy and behavioral beliefs, were consistent with our data. African American and low SES men have been shown to report higher rates of condom failure than White and high SES men, 34, 35 possibly contributing to the distrust of condoms that we observed. That pregnancy prevention was the main motivator for condom use with females may indicate that condoms are rarely used for anal sex with females. To our knowledge, the frequency of anal sex with women among behaviorally bisexual men has not been documented, and our study did not ask this of participants. We note, however, the participant who mentioned having anal sex with all of his female partners. Data from our recent focus groups with women who had sex with behaviorally bisexual African American men indicate that many of these men preferred anal sex. MSM/W's intercourse preferences and condom-use patterns for anal and vaginal sex with women are areas of concern and further research.
HIV stigma has been documented in the Black community, particularly the distancing of people with HIV 23, 24 ; however, the potential effect of stigma on sexual activity among people living with HIV is not well understood. A 16-site behavioral surveillance study of insertive anal intercourse among HIV-positive MSM/W, indicated that a large percentage were sexually abstinent, practiced safer sex by using a condom, or engaged in unprotected sex but only with HIV-positive partners. Black participants (54%) were less likely than White (67%) or Latino (65%) participants to be sexually active with a male partner. 36 While this study 690 HARAWA ET AL.
assessed only for insertive anal intercourse, it is consistent with our findings that some HIV-positive African American MSM/W decreased their sexual activity after they were diagnosed with HIV. It may also suggest that experiences of rejection and isolation may be particularly intense for African American MSM/W, leading to a greater decrease in sexual activity than for other races/ethnicities. Nevertheless, our study and others indicate that a significant minority of African American MSM/W use condoms inconsistently or not at all following an HIV diagnosis 5, 8, 9, 36 and that knowledge alone regarding the possibility of re-infection or HIV transmission to their male and female partners does not deter unprotected sex for all individuals. 8, 9 Disclosure poses many potential problems for HIV-positive NGI African American MSM/W. Along with HIV stigma in the general community and potential rejection from partners, 37 some men fear being questioned about how they were infected and being associated with a Bgay disease.^8 Other documented complications with being identified as HIV-infected include potential rejection from family, friends, and religious communities and physical harm. 8, [38] [39] [40] The threat of losing the love and protection of family or religious standing within a cultural context where family and church are central and act as a buffer against racial and socioeconomic oppression, may be particularly untenable for NGI African American MSM/W.
These data provide insight into how NGI HIV-positive African American MSM/W perceive safer sex, experience living with HIV, and decide to whom to disclose their HIV status. Some of the important themes that emerged have been identified in other, predominately European or racially mixed samples. For example, the role of substance use in reducing the likelihood of protected sex among MSM [41] [42] [43] and the sense of personal responsibility to disclose one's HIV status within the context of a relationship, but not necessarily to casual partners, 27,41,42 have been documented in numerous studies. However, our study does have a number of important limitations. The results were based on a relatively small convenience sample collected from one geographic area and thus, may not be generalizable. Participants for one of the three focus groups were recruited from a drug treatment facility for HIV-positive men, possibly over-representing drugaddicted men. The study focused on NGI MSM/W; however, 30% self-identified as gay, homosexual, or queer on the post-demographic survey, and just 43% of participants reported sex with women in the past 12 months. Nevertheless, a national probability study of urban centers indicates that 57% of African American MSM/W had sex with both men and women in the past 5 years. 44 We anticipate this percentage would be higher in our sample as participants were predominately non-gay identifying. In some cases, the change in participants' self-identification between recruitment and the post-survey likely reflected the different manner in which the data were collected with potential participants being screened with an open-ended question and actual participants being asked to select the most appropriate sexual label from a list. In other cases, it is likely an indicator of the fluidity of sexual identity among African American MSM/W. Despite these limitations, most of the themes reported here were discussed across the three focus groups, and many were consistent with prior research.
CONCLUSIONS
Addressing the psychosocial concerns of and the sociocultural context in which African American MSM/W live is critical to effective HIV prevention. These concerns include homophobia, racism, and HIV stigma but also substance abuse, 691 AFRICAN AMERICAN MSM/W AND HIV TRANSMISSION socioeconomic pressures, and health as a low personal priority. Addressing these complex and interrelated challenges calls for comprehensive strategies that counteract the racial and economic marginalization of African American men in the U.S., address HIV stigma and homophobia in the African American community as a whole, and build social support networks, communication skills, and a sense of collective responsibility and esteem among NGI African American MSM/W. The former will make it more possible for African MSM/W to negotiate conflicting priorities while remaining uninfected or avoiding transmission to others, and the latter will help to reduce isolation and promote condom negotiation among HIVpositive men. Our findings further suggest that condom acceptability issues may interfere with a desire to practice safer sex. Directly addressing concerns about effectiveness, highlighting HIV and STD risks to and from female partners, promoting proper condom and lubricant use, and encouraging men to try different types of condoms to find those that maintain the greatest sensation may address this issue. Given that many HIV-positive and negative African American MSM/W have had or continue to have female partners and that much of the HIV/AIDS epidemic is concentrated among African Americans, the behaviors of these men will continue to impact the course of the heterosexual epidemic in the U.S.
